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common  aetiologies  include  pancreatitis  and  pancreatic 
neoplasms.  Four  illustrative  case  histories  from  patients 









bleeding  source  was  identified  at  gastroscopy.  Following 





inflammatory  mass  in  the  tail  of  the  pancreas  associated 


































this  showed  bleeding  gastric  varices,  which  were  ligated 
and decompressed by division of several of the short gastric 
vessels. CT scan revealed a low-density lesion in the tail 
of  the  pancreas  associated  with  moderate  splenomegaly 
(Figure). CA 19-9 was elevated at 779 IU/ml. Subsequent 
staging  laparotomy  revealed  dilated  vessels  around  the 





Sinistral, or left-sided, portal hypertension is a rare cause of upper gastrointestinal haemorrhage. There are many causes 
of sinistral portal hypertension. The primary pathology usually arises in the pancreas and results in compression of the 
pancreatic vein. This compression causes backpressure in the left portal venous system and subsequent gastric varices. 
Management is usually surgical to treat the underlying pathology and splenectomy to decompress the left portal venous 
system. 
This paper presents four cases of sinistral portal hypertension followed by a literature review of the reported causes and 
management issues.
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Case 4
A  41  year  old  man  had  a  past  medical  history  of 
alcoholic  pancreatitis  and  had  a  previous  pancreatic 
pseudocystgastrostomy.  He  had  multiple  subsequent 
admissions  for  upper  gastrointestinal  bleeding  requiring 
transfusion. Endoscopy revealed mild gastritis. Mesenteric 
angiography  was  negative.  Laparotomy  was  undertaken 
following a massive rebleed. Dense adhesions were noted 
around  the  pancreas  and  spleen  in  keeping  with  chronic 
pancreatitis and the splenic vein was noted to be grossly 
dilated  and  thrombosed.  Gastrotomy  revealed  brisk 
haemorrhage  from  the  region  of  the  gastrooesophageal 






left-sided  portal  hypertension  in  1939.1 The  development 
of this has been recognised as an important cause of upper 
gastrointestinal  bleeding  resulting  from  gastric  varices 
secondary to pathology in the pancreas. The splenic vein 
is  susceptible  in  lesions  of  the  pancreas  due  its  close 
anatomical  course  along  the  superior  pancreatic  surface. 
The  most  common  pathologies  resulting  in  splenic  vein 
thrombosis or obstruction and leading to the phenomenon 
of left-sided portal hypertension are chronic pancreatitis,2-4 
pancreatic  pseudocysts5  and  pancreatic  neoplasms.  These 
include benign neoplasms, adenocarcinoma and functioning 
and  non-functioning  islet-cell  (neuroendocrine)  tumours.6-
14  There  are  numerous  other  less  common  pathologies 
reported.  These  include  iatrogenic  splenic  vein  injury,15 
post-liver transplantation,16,17 a wandering/ectopic spleen,18,19 












hypertension.  Isolated  gastric  varices  occur  in  left  sided 
and  generalised  portal  hypertension,23  however,  the  more 







splenectomy.2,5  Splenectomy  decreases  the  arterial  inflow 
into the left portal system by ligation of the splenic artery, 
resulting in decompression of the gastric varices. Prophylactic 










The  overall  prognosis  for  patients  with  sinistral  portal 
hypertension is clearly dependant on the primary pathology 
but will invariably be poor in cases with a malignant primary 
pathology,  as  involvement  of  the  splenic  vein  implies 
advanced infiltrative disease.27
CONCLUSION
Sinistral  portal  hypertension  is  an  important  cause 
of  potentially  life  threatening  upper  gastrointestinal 
haemorrhage.  Primary  pancreatic  pathology  should  be 
considered in patients with isolated gastric varices and in 
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Fig 1.  CT scan demonstrating a solid lesion in the tail of 
pancreas with splenomegaly and enlargement of the 
splenic vein (arrow).©  The Ulster Medical Society, 2006.
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